Objectives: This paper draws on a narrative review of the literature, commissioned to support the Health Visitor Implementation Plan (DH, 2011a), and aimed at identifying messages about the knowledge, skills and abilities needed by health visitors to work within the current system of health care provision.
INTRODUCTION
Changing population profiles have led to international interest in the work of public health nurses and their potential to improve health outcomes (WHO, 2015) . There is a huge diversity of practice roles and curricula for public health nurses within the European Union and around the world (European Commission, 2000; Cowan, Wilson-Barnett and Norman, 2006; Beck and Boulton, 2016; Asahara, Kobayashi and Ono, 2015) .
In Ireland, Sweden, and Finland for example, public health nurses work not only with mothers and children but also with an aging population in need of continuing and complex care. Both the challenges and the innovative responses developed by public health nurses in these countries to delivering equitable care across such a diverse caseload have been well documented (McDonald et al., 2013; Hemingway, et al., 2012) . In the United States of America, public health nurses have been reported to have various occupational classifications and educational backgrounds in health departments. They are essential to the delivery of a range of public health services, and are in possession of diverse competences related to clinical diagnostics, treatments, community health assessment, and policy development. In addition to this, public health nurses often intervene for vulnerable and underserved populations (Beck and Boulton, 2016) . In Canada, each province has its regulations and legislation defining the services provided by health professionals and public health nurses mainly focus on visits to families and individuals in need of assistance with health-related issues. They collaborate with other divisions, government departments, and charitable organizations in promoting, disseminating, and implementing health activities in accordance with health education programs (Hemingway, et al., 2012) .
In the United Kingdom the Five Year Forward View for the National Health Service (NHSE, 2014) and recommendations for nurse education (Willis, 2015) highlight the need for more nurses in community-based public health roles and for greater flexibility in nurse education to support this. In England, the Health Visitor Implementation Plan (HVIP) (DH, 2011a) led to one group of public health nurses, health visitors, becoming a particular focus of Government policy and investment. Health Visitors are qualified Specialist Community Public Health Nurses (SCPHNs) who promote population health by working with children and families to deliver the Healthy Child Programme (DH, 2009 a,b) within a service framework containing four levels of provision established in the HVIP (DH, 2011a) . They are mandated to offer a minimum of five family contacts for child health and development reviews and there are six topics on which health visitors must intervene for family health gain (DH, 2014 ) (see figure 1 ).
In the European Union, the educational pre-requisites for qualification and subsequent practice as a public health nurse and health visitor vary from one country to another (European Commission, 2000; Cowan, Wilson-Barnett and Norman, 2006) . In the United Kingdom, educational preparation for Health Visiting is open to registered nurses and midwives and contains 45 programmed weeks, divided equally between theory and teaching in practice (NMC, 2004) . Current programmes of health visitor education are predicated on the Standards of Proficiency for SCPHN (the Standards) (NMC, 2004) and approved by the Nursing and Midwifery Council (NMC, 2004) . Since 2011, Government policy has also provided guidance on the educational content of health visitor programmes and teaching on specific topics, such as theories of community working, child development and maternal mental health (DH, 2011b) . This paper draws on the findings of a scoping study and narrative review of the health visitor literature (Cowley et al., 2013) , to identify key educational messages for health visitors in Britain today. International literature has been drawn upon to complement findings from the original scoping study. The paper begins with a brief description of the review process. It moves on to consider the knowledge, skills, and abilities needed by health visitors and describes the challenges for health visitor education this involves internationally. The concluding section suggests that a radical rethink is needed and considers three potential models for future health visitor education in Britain.
METHOD OF THE NARRATIVE REVIEW: AIM OF THE NARRATIVE REVIEW, THE REVIEW QUESTION AND THE AIM OF THIS PAPER
The scoping study and narrative review that form the basis of this paper were commissioned to support the HVIP (DH, 2011a). They aimed to investigate the evidence for health visitor activities associated with each level of service provision ( Figure 1 ) (Cowley et al., 2013) , including evidence to explain the unique health visitor contribution to promoting child and family health. This paper draws upon evidence in the review to identify the knowledge, types of skills and abilities needed by health visitors internationally and considers how educators can best provide for these within programmes of health visitor education.
The review team included three academic health visitors, one nurse, two social scientists and a clinical psychologist who reviewed the international literature. The team used three main search strategies. First, papers were identified from a broad search of databases (e.g.Medline, Embase, British Nursing Index and Archive) using generic terms, like home visit*, which, after screening for messages of relevance to practice, yielded 593 papers of which 49 were reviewed in full. The terms "public health nurse" and/or "public nurse" were also used as was the term "health visitor". The latter is a professional title, mainly used in the United Kingdom. A major policy change in England (DH, 2004) established the current framework for child health services and so papers published after that date (2004) were identified as potentially most relevant to contemporary health visitor practice. Using the same databases and focusing on 15 topics of interest derived from the HCP (DH, 2009), a second search retrieved some 3000 papers, 218 of which were reviewed in full. In a third search health visitors in the research team reviewed a list of 272 papers generated from the initial broad search results, including papers published before 2004, secondary references and curricular materials from health visitor education programmes. This was to ensure inclusion of those papers known to be seminal to health visitor practice. This yielded 81 papers for review. Overall 348 papers were included in the scoping study and an additional thirty papers were reviewed to describe the international perspective.
Papers were categorised according to topic, reviewed by researchers who then tabulated and shared the content of their review. The methodological strength of each paper was reviewed and team members sought common themes between each topic group and across the topic areas. An in-depth thematic analysis was completed on a selection of the literature and this helped to clarify the theoretical and conceptual elements within health visiting practice.
All the papers reviewed were from empirical studies and two overarching themes were identified. The first theme identified and described a health visiting orientation to practice activated through three core health visitor practices: home visiting, relationship formation and health needs assessment, which research suggested worked in tandem with one another (Cowley et al., 2013) . A second theme focused on the vast range of specific health visitor activities within each service level (see Figure 1 ). In this paper, core health visitor knowledge, skills and abilities are identified in theme 1. Theme 2 illustrates the topic specific knowledge, skills and abilities health visitors need to work at each service level ( Figure 1 ) (DH 2011a) with examples chosen for their relevance to child and family health promotion and for the particular educational messages they contain.
THEME 1: HEALTH VISITORS' ORIENTATION TO PRACTICE AND THREE CORE HEALTH VISITOR PRACTICES: KNOWLEDGE, SKILLS AND ABILITIES IDENTIFIED IN THE NARRATIVE REVIEW
The review identified a health visitor aspiration to make a unique contribution to child and family health through a particular way of working which we called an orientation to practice and key aspects of this are described here. The health visitor orientation to practice focuses on health creation (salutogenesis), rather than illness, recognises social, economic and emotional health determinants and the impact of these on human health behaviours (health ecology and person in-situation) and maintaining a non-judgmental positive regard for all persons (human valuing) irrespective of behavior (Cowley et al., 2013) . Despite numerous variations in qualifications, competences, methods, and working practices of health visitors internationally, all the papers we reviewed expressed, either explicitly or implicitly, the knowledge, skills and abilities needed to work in this salutogenic way. For example, Cowley (1995a) identified health visitors" knowledge of health as a "process", influenced by the environment and amenable to change, as central to this approach (Table 1) . Subsequent papers Billings, 1999, Appleton and Cowley, 2008a) described health visitors using skills in engagement, engendering and building trust and making professional judgments to modify different environments including the social and emotional environment of the family home. Several papers but most notably Cowley (1991), Chalmers (1992), Turner et al, (2010) Appleton and Cowley (2008a) and Bryans et al. (2009) described how health visitors" ability to respect a family"s priorities and to convey this respect to the family (human valuing) aimed to increase confidence in the ability to adopt health enhancing change. Table 1 illustrates the learning expressed as the range of knowledge, skills and abilities indicated within the review as necessary for the health visitor orientation to practice.
The health visitor orientation was manifest in three core practices of home visiting, relationship formation and health needs assessment and papers reviewed also indicated the knowledge, skills and abilities needed for these. Home visiting is the first of three core health visitor practices, and several papers described the particular knowledge, skills and abilities needed for this (Chalmers and Luker, 1991; Bryans, 2005 and Day, 2010) . Communication skills (Chalmers and Luker, 1991) and skills and ability to build trust (Davis and Day, 2010) were especially emphasised. Bryans" (2005) study illustrated how mothers "opened up" to health visitors combining their knowledge, skill and ability in communication and in building trust in a powerful "person centredness" at the core of which was listening and attending to the mothers" agenda and conveying respect for this. In addition to this, Appleton and Cowley (2008a) demonstrated the health visiting need for different types of knowledge some of which was theory based (e.g. knowledge about maternal-infant interaction) whilst some related to the individual family in their unique situation.
The second core health visitor practice is relationship formation. Research spanning several decades identified the health visitors" ability to convey respect and genuine concern for the family"s welfare as necessary pre-requisites for this (Chalmers and Luker, 1991; Cowley, 1995b; Bidmead, 2013) . Other papers described compassion, containment and expressed sympathy as the basis of relationship formation (Cowley, 1995b; Whitehead and Douglas, 2005) . Bidmead"s (2013) qualitative research identified different stages of health visitor-client relationship formation and described the different attributes which underpinned each stage including valuing all individuals (human valuing), having a non-judgmental approach to the difficulties of family life, being reliable, giving sound advice, along with perseverance, or not giving up on families which was also described by Chalmers (1994).
The third core practice was health visitors" assessment of health needs. This was first described as a key principle of health visiting practice nearly four decades ago (Council for the Education and Training of Health Visitors 1977) and the ability to assess health needs remains an educational requirement for qualification (NMC 2004) . Appleton and Cowley (2008a) , amongst others, identified the different fields of knowledge, including child development, family functioning, ecology and influence of the environment needed by health visitors to assess the complexity of family life and stressed that this was particularly apparent when families were vulnerable and when children were at risk. Essential skills and attributes identified included the ability to make finely honed professional judgments about complex family situations and the flexibility to form and re-form those professional judgments in the face of changing family needs (Appleton and Cowley, 2008a) .
Overall, the knowledge, skills and attributes necessary to deliver the core practices of health visiting appear intertwined in the research literature and in practice. They mirror core values such as delivery of an equitable service, commitment to the concepts of the community as a client and partnership working which have been identified in public health nurses in other countries (e.g., Mc Donald et al., 2013; Mc Donald and Chavasse 1997) . This knowledge, these skills and attributes lie at the centre of health visiting activity and are the vehicle through which health visitors deliver topics specific to each of the four service levels set out in the HVIP ( Figure 1 ) and described further below (DH, 2011a). Table 2 indicates the learning expressed as the range of knowledge, skills and abilities the review identified as necessary for working at each service level with specific examples provided below.
THEME 2: EXAMPLES FROM EACH LEVEL OF SERVICE PROVISION Building Community Capacity
Several papers indicated that health visitors knew about public health theory but lacked skills in managing work relationships, particularly with managers who did not always understand population based working and feared that targets for individual health may not be met through a population based approach (Forester, 2004; Goodman-Brown and Appleton, 2004; Drennan et al., 2007) . Health visitors in Hogg and Hanley"s (2008) study also identified a potential ethical conflict between meeting public health targets (e.g for smoking cessation or breastfeeding rates), supporting communities" assessment of their own health needs and supporting community action to address these. Hogg and Hanley (2008) identified that health visitors need skills to negotiate a place of integrity between the two potentially conflicting forces and indicated that these were best obtained as part of postqualification education within the practice setting.
Universal Service
The universal service is provided to all families and at its core is delivery of the Healthy Child Programme (HCP) (DH, 2009), including the mandated five key family contacts, and health promotion for the six "high impact areas" (DH, 2014) ( Figure 1 ). For this paper we have chosen to focus on support for breast feeding as this is central to the HCP and linked two other "high impact areas" namely the transition to parenthood and children"s achieving and maintaining a healthy weight (DH, 2014) . Other examples are summarized in Table 3 , with further details in the full review report (Cowley et al., 2013) and in Cowley et al. (2014) , which explain how health visitors enable parents to access and use available provision (called the "service journey") to improve and promote child and family health.
Support for breastfeeding
Although there is currently little evaluation of health visitors" impact on breastfeeding (Renfrew et al 2005) numerous studies identify what works in breastfeeding support and describe health visitors" potential to deliver this. Marshall et al (2007) , for example, found mothers were best supported through a sound knowledge of breastfeeding physiology within the context of a supportive relationship. So health visitors need both the specific knowledge of breastfeeding physiology and interpersonal skills. Professionals" attitudes and the breastfeeding mother"s perception of this, are also important determinants of successful breastfeeding support (Simmons, 2002 a) but Shakespeare et al (2004) described how health visitors seemed bossy and judgmental to mothers and compared unfavourably with midwives who were described as "supportive". Education, therefore, needs to include both more and better clinical information and the skills to convey this in a positive and nonjudgmental manner. Tappin et al (2006) found that post qualification education and training offered these to health visitors in a way which pre-qualification preparation alone did not, a point developed later in the paper.
Universal Plus
Families use "Universal Plus" level services when they have a specific need requiring expert intervention such as, for example, when the mother experiences low mood or post-natal depression.
The prevalence of post-natal depression (10-15% of women post delivery) means that identifying women who are suffering from this and helping to limit the impact on family life is an important part of the health visitor"s work.
Identifying women affected by post natal depression
In their trial of interventions to identify and treat post-natal depression (PND), Morrell et al. (2009 Morrell et al. ( , 2011 provided health visitors with specialist knowledge on PND symptom identification and trained them to deliver cognitive behavioural (CBA) and person-centred interventions (PCA) to eligible women. There were improved outcomes for depressed women in the study areas, where health visitors received this additional training, over those in the control areas (Morrell et al., 2011) . Further, women viewed as "low risk" were significantly less likely to develop PND in the study areas than in the control areas, where health visitors had received no extra training (Brugha et al., 2011) . Training in addition to that provided as part of the pre-qualification programme was central to the success of health these visitor interventions. Table 2 identifies the knowledge, skills and abilities involved.
Universal Partnership Plus
At the universal partnership plus level the review identified randomized controlled trials of three programmes in which health visitors, used a model of communication supported by intensive training, the Family Partnership Model (FPM) (Davis and Day, 2010) . FPM supports the three core health visitor practices of home visiting, relationship formation and complex needs assessment in work with families who have complex and enduring health needs.
Family Partnership Model (FPM)
FPM (Davis and Day 2010) is a model for therapeutic communication wherein the helper uses skills of active listening to help the parent or family identify how best to address their own health needs and to take the steps necessary to do this. In each of the trials health visitors used different forms of knowledge plus skills and abilities to judge individual situations, inform complex health needs assessments which they acted upon using with finely honed FPM skills and abilities such as engagement, displaying genuine respect and empathy, problem exploration, challenging and goal M A N U S C R I P T
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setting to achieve health gain. Details of the three trials illustrating the particular health visitor skills required for this way of working are identified in Box 1. In each case the service delivery context was important as, in addition to extra post qualification training and education in the FPM, health visitors also had reduced caseloads and so the opportunity to visit families intensively; giving time in the way that adhering to the FPM requires.
In summary, the orientation to practice and the three core practices identified the generic knowledge, skills and abilities needed for health visitors. Research reviewed for the levels of practice affirmed these and contributed to our understanding of how health visitors need to function in order to deliver the service. Together they illustrate the complexity of what students need to learn in order to work salutogenically within the current system.
Several studies also described what happens when health visitors do not demonstrate these abilities in practice. Bacchus et al. (2003) , for example, found that health visitors lacked the requisite knowledge of indicators for domestic violence, knowledge of appropriate services, or communication skills to intervene effectively. Robinson and Spilsbury (2008), Peckover (2003a,b) and Frost (1999) had similar findings. Merely being within the home is not enough to bring about change. Several studies (Almond and Lathlean, 2011; Tranter et al. 2010 ) also identified the particular, and often unmet challenges, for health visitors in effecting cross-cultural communication in order to bring the HCP to families of different ethnic origin and sometimes in extreme need through asylum seeking and possible also lack of access to public funds. In these studies health visitors were identified as having the commitment to make health creating change but possessed neither the knowledge of what was best to do nor the skills or time for relationship formation or thorough and on-going needs assessment.
EDUCATIONAL MESSAGES FROM THE REVIEW
In this section we draw on international literature and on our experience of educating health visitors to interpret the messages from the review and explain the particular learning that health visitor students need. We begin by identifying the challenges for education and conclude by considering three possible educational responses.
The International Perspective
According to The World Health Organization (WHO) estimations, there are probably around 400 schools of public health around the world (excluding medical schools). Retrieval of international literature indicated an unequal distribution of accredited schools with a predominance in the United States of America (40 accredited schools) and fewer in Africa (12 schools) and South Asia (50 schools), where the population is larger than the USA"s population (Petrakova and Sadana, 2007) . Regarding the training, faculty and curriculum, Petrakova and Sadana, 2007 highlight the challenge of providing health professionals with appropriate skills and competences. While some schools focus on getting the appropriate balance between teaching and research; others, particularly in low-and middle-income countries, focus on training to develop specific competence related to a country"s health system. Public health schools in low-income countries suffer a continued lack of adequately prepared academic staff. In many countries, graduates" competencies are not well matched to the populations" needs, specifically in the field of health policy, leadership and management. 
Challenges for education
Research showed that, to deliver the four levels of service provision, provide health promotion at the key contact times and to address the six high impact areas health (see Figure 1 ) visitors require skills and particular types and of knowledge of a number of different topics. Within the European Union (EU), the United Kingdom pre-registration education provides some of this but the preparedness of each student group is extremely varied given that entrants are from different nursing branches and midwifery. In the European Union public health nurses also work in various settings and age groups: patients" homes, pediatric wards, hospitals, crèches; infants and mothers to elderly people (European Commission, 2000) . The workplace and skills depend upon patients" needs and the health system of the country they qualified. In the United Kingdom, midwives, for example, may have a good knowledge of breast feeding but not child development, child branch nurses may know about child development but not about labour and delivery and mental health nurses may have highly developed communication skills but know little about adult physical health. Adult branch nurses may have no knowledge of child development or family functioning. Health visitor educators, therefore, must devise programmes that can both respond to very varied individual needs and impart a large amount of knowledge in a limited period of time. Health visitor students also need to learn how to assess family risk and resilience using theoretical knowledge of, for example child development, with real children in family environments. Experience in the clinical setting is central to this type of learning, thus health visitor educators must work closely with Practice Teachers to facilitate learning environments in which this level of practice can be attained within the 45 week programme (Lindley, Sayer and Thurtle, 2011).
As well as new knowledge health visitor students also need to acquire new skills. The communication and assessment skills developed as nurses and midwives need to be translated and applied to the "well" population. Health visitor students need to learn how to engage with families, which the review indicates is achieved by skillfully communicating empathy and respect for each family"s unique situation and by showing respect for family views, even if these differ from policy and evidence (McMurray et al., 2004 , Redsell et al., 2010 . This can challenge students, especially if they disagree with the family viewpoint or deem it harmful. Working with an undifferentiated population means that health visitors need to complement skills of engagement with sophisticated skills of assessment.
To support engagement and assessment skills educators have three tasks 1) to help students see that they need to use their commitment and skill to earn entry into family life. 2) To guide students in understanding that the best opportunities for challenging existing practices, and for supporting health promoting change, occur when families feel respected, understood and valued. 3) To assist students to acquire the skills to work in this way, which takes time.
In addition to new knowledge and skills, the review identified that health visitors must expand their abilities and change their attitudes and values in order to deliver health enhancing (salutogenic) practice. The health visiting orientation and the three associated core practices require a profound appreciation of the environment or the ecology of family life and the different systems and dynamics that influence this. For this, students need a deeper understanding of disciplines such as social science, social policy and psychology than is usually possible to incorporate within first-level nurse registration. Public health nurses in other countries have faced difficulties in imparting this scope of knowledge (e.g., Mc Donald et al., 2013 , Kemp et al 2005 and British educators are challenged to achieve this within a time-limited 45 week programme.
The review upon which this paper is based (Cowley et al 2013) highlighted good evidence that when health visitors have sufficient expertise in the knowledge, skills and abilities identified above they can contribute to significant health gain for children and families (e.g., Barlow et al., 2010, Davis and Tsianis., 2005; Puura et al., 2005a ,b, Kemp et al., 2011 . This paper suggests that the knowledge, skills and abilities needed are demonstrably more complex than those required for first-level registration and inevitably students need time to learn, develop and practice these. It may be that a higher academic level is needed and that health visitor programmes of preparation should be at Master"s level and, if so, then, once again, more time will be needed.
RECOMMENDATIONS FOR EDUCATION: A RADICAL RE-THINK: IMPARTING THE KNOWLEDGE, SKILLS AND ABILITIES FOR HEALTH VISITOR PRACTICE IN BRITAIN
Health visitor preparation is a large educational agenda complicated by the fact that students commence from very different starting points (Beck and Boulton, 2016) . In the United Kingdom, imparting the knowledge skills and abilities needed for the orientation to practice, the three core health visitor practices and topic based knowledge to support the key contacts with families and high impact areas is a challenge for programmes of 45 weeks duration. One educational response to this would be to extend the current time for education with students either taking optional modules at the beginning of the programme or an extended period of consolidation at the end, or both. Optional modules at the beginning of the programme would allow students to compensate for the variations in their nurse or midwifery education, bringing all students up to the same point at the start of their health visitor preparation. Extending the period of consolidation would allow more time to incorporate theory and practice and for developing those sophisticated engagement and communication skills critical to achieving health gains. We suggest that re-configured programmes such as this should be up to two years duration.
A second educational response could be to develop a different form of programme for direct entry with the equivalent of one year of nursing preparation and three years of health visiting instead of the current three years of nursing and one year of health visiting. The "Shape of Caring, Raising the Bar review of nurse education (Willis, 2015) points to the possibility of this approach. It would address many of the difficulties we identified with the current provision but would need legislative change.
Finally a third educational response could be to formalize post-qualification education so that neophyte health visitors are required to work in "training posts", along the lines of those in medical careers, to ensure they develop sufficient skills and knowledge after their initial qualification. Once again, recent directive guidance on nurse education (Willis, 2015) suggest this as a possibility and several authors whose work we reviewed also highlighted the potential for this option (Hogg and Hanley, 2008; Simmons, 2002a,b) . Professional organizations such as the Institute of Health Visiting have begun to develop post qualification Continuous Professional Development (CPD) curriculae with this in mind (Bishop et al., 2015) . Although worthy of consideration, as long as CPD remains optional, practice will remain variable.
CONCLUSION
In conclusion the research we reviewed identified the potential for health visitors to bring health gain to children and families but in order to achieve this they need expert knowledge, skills and abilities. It is currently difficult to impart these within the limited time frame of the health visitor programme. This presents a challenge for health visitor educators and we have presented three main ways to achieve change; each of which involves extending or re-configuring the programme of health visitor preparation. We suggest that maintaining the current status quo, of a 45 week post-initial preparation, is not an option.
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1. Oxford Intensive Home Visiting study (Barlow et al 2003 (Barlow et al ,, 2005 Barlow, Davis et al., 2007a,b) Intervention: weekly visits starting early in pregnancy from a health visitor trained in the Family Partnership Model (FPM).
Outcomes:
Mothers who received a visit from the FPM trained health visitor (intervention group) showed better maternal sensitivity and infant cooperativeness compared to those in the control group
Skills:
In advanced assessment and especially in identifying and promoting indicators of parental bonding and parental sensitivity during pregnancy,  Skills in helping parents change  Skills in focusing on the needs of both mother and baby including the maternal infant relationship  Helping without being directive  Developing trusting relationships  Assessing individual risk and resilience factors in families prenatally and using these to determine the level of future health visiting support  Drawing evidence based theories to help parents and carers manage difficult and challenging issues which may affect their transition to parenthood e.g. parental and infant disability, chronic illness, perinatal depression, toxic stress, family conflict and social isolation  Recognise signs of relationship distress and refer to specialist services where necessary  Observe parent-infant interaction and use strengths based interventions to support sensitive parent-infant interaction  Facilitate one-to-one interventions at home visits with the family using strengths based Outcomes: intervention group mothers were found to be more emotionally and verbally responsive to their infants during the first two years of life, and they were more likely to breast feed their infant for longer, than mothers in the comparison group who did not receive the scheduled home visits.
In-depth health needs assessment incorporating "fine" observation of individual relationships and the home environment Skills in assessing the impact of the neighbourhood and environmental ecology on family life  Skills in working with and supporting parents" risk taking  Enhanced knowledge and skills in assessing child development  Ability to tailor content of home visit to the mother"s needs  Skills in negotiating, modelling experimentation and supporting mothers" experimentation  Offering support to enhance coping skills  Helping mothers develop problem solving skills  Helping families develop supportive relationships in their communities  Monitoring and assessing maternal infant bonding and attachment  Providing primary care and health education  Giving information about immunisations, prevention of Sudden Infant Death Syndrome, advice on how to reduce risk and vulnerability, advice on infant nutrition and child safet  "Straight talking"  Showing respect for the parent"s position A C C E P T E D M A N U S C R I P T 
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